The 1992 amendment of the Public Health Act 1991 requires that school principals obtain immunisation certificates for all children entering school from 1994 onwards. This requirement serves three main purposes:
• To improve immunisation rates among school-aged children.
• To ensure that the immunisation status of all children can be readily determined by health authorities irì the event of an outbreak of a vaccine-preventable disease in a school.
•
To provide surveillance data on the immunisation status of schoolchildren in NSW.
Reviews of immunisation certificates in Auburn2 and in the Central Coast Area Health Service3 in 1994 raised concerns about the numbers of certificates presented and, more important, the high proportion of certificates which were incorrectly completed and hence technically invalid.
METHODS
The study was carried out in the second school term of 1995. Ten primary schools (six government and four nongovernment) in the Manly, Warringah and Pittwater local government areas were selected at random from 58 primary schools in the area. We examined immunisation records for all the 1995 kindergarten enrolments and the records of students who were in year 1 in 1995 (i.e. those who had been in kindergarten in 1994).
The records retained by the schools comprised a mixture of official immunisation certificates and a variety of other documents. All records available on the school premises were examined by two members of the Community Health Services' school health team. Data were collected using a standard data collection sheet which included a list of definitions to ensure uniformity.
The immunisation certificate comprises four panels (Figure 1 , page 121). The first panel is for the child's personal detailsname, address, date of birth, and school. The second panel records details of complete inununisation. The third panel records the reason for incomplete inimunisation. The fourth panel is a declaration by the issuer of the certificate.
The following definitions were used in this review.
Complete immunisation: Section A was correctly completed with all boxes ticked and the appropriate box in the issuer declaration also ticked. Incomplete immunisation: Section B was correctly completed and the appropriate box in the issuer declaration ticked. invalid certificate: The certificate was incorrectly completed -(i) there was a failure to tick all boxes in Section A or Section B, and/or (ii) the appropriate box in the issuer declaration was not ticked, and/or (iii) the issuer's identification was incomplete. Invalid certificates and any other documentation available on individual children's immunisation history (for example, copies of sections of the Personal Health Record) were also examined to gather any further information on children's likely immunisation status.
RESULTS
The principals of all 10 schools which had been selected agreed to participate in the study. The 10 schools represented a 1995 student population of 1,065 in kindergarten (520 children) and year 1 (545 children). For the majority of certificates the issuer was a general practitioner.
Of year 1 students, 62 per cent had provided an irnmunisation certificate. Only 60 per cent of these had been correctly filled in, i.e. 37 per cent of the year 1 students had provided a correctly filled certificate.
A higher proportion (77 per cent) of 1995 kindergarten children had provided immunisation certificates, of which 63 per cent had been correctly filled in. Thus 45 per cent of the kindergarten children had provided a correctly filled certificate.
In both years the major errors in the certificates were the incorrect use of Section A. This accounted for 84 per cent of invalid certificates provided by kindergarten children and 50 per cent of those provided by year 1 students.
If the provision of a correctly filled certificate is taken as an indicator, only 34 per cent of children enrolled in kindergarten in 1994 and 45 per cent of children enrolled in 1995 would be considered fully immunised.
However, if an assessment of immunisation status were based on an examination of all available records (including invalid certificates and other forms of documentation), 58 per cent and 71 per cent of children enrolling in kindergarten in 1994 and 1995 respectively were likely to have been fully irnmunised.
If children who provided no documentation on their immunisation status are excluded, the immunisation rates were 87 per cent and 90 per cent for 1994 and 1995 kindergarten enrolees respectively. This is consistent with existing records in the Area based on parent recall4.
DiscussioN
A reliable assessment of immunisation status could be made for only the 60 or 63 per cent of children with certificates which were correctly filled out. Twenty per cent of kindergarten children and 34 per cent of year 1 children in 1995 had provided no documentation of immunisation. In the event of an outbreak of a vaccine-preventable disease, these children would be considered to be unimmunised. This could lead to the unnecessary exclusion of large numbers of children from school or to significant time delays, created by the need to identify those children truly at risk, with a resultant adverse impact on outbreak control.
The immunisation certificate was also designed to provide surveillance data. The large number of invalid certificates (from 37 per cent of kindergarten children and 40 per cent of year 1 children) must reduce the utility of data from certificates for surveillance purposes. The new National 
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END NOTE
The study was repeated in 45 schools in the area in 1996, with the following results: Although there was some increase in the proportion of students who presented certificates, a high proportion of these were still classified as invalid'.
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